A 49-year-old man had progressive blurring of vision in the left eye for 1 year. He was seen by ophthalmologist and MRI orbit showed left intraconal orbital lesion extending around the opening of superior orbital fissure and optic canal which is suspicious of neurogenic tumour (figure 1A-C). He was scheduled for a follow-up MRI scan before operation. He was then admitted for numbness and weakness of limbs for a few months. Physical examination showed visual acuity was finger counting at 1 feet on his left eye and left relative afferent pupil defect. There was wasting of muscles of his hands and legs, the upper limb power was Medical Research Council (MRC) grading 5-/5 and the lower limb power was MRC grading 5-/5 proximally and 3/5 distally. There was reduced temperature and pain sensation in his feet up to the knee level and the jerks were hyporeflexic. Cerebrospinal fluid examinations showed white cell count <1/mm 3
DESCRIPTION
A 49-year-old man had progressive blurring of vision in the left eye for 1 year. He was seen by ophthalmologist and MRI orbit showed left intraconal orbital lesion extending around the opening of superior orbital fissure and optic canal which is suspicious of neurogenic tumour (figure 1A-C). He was scheduled for a follow-up MRI scan before operation. He was then admitted for numbness and weakness of limbs for a few months. Physical examination showed visual acuity was finger counting at 1 feet on his left eye and left relative afferent pupil defect. There was wasting of muscles of his hands and legs, the upper limb power was Medical Research Council (MRC) grading 5-/5 and the lower limb power was MRC grading 5-/5 proximally and 3/5 distally. There was reduced temperature and pain sensation in his feet up to the knee level and the jerks were hyporeflexic. Cerebrospinal fluid examinations showed white cell count <1/mm 3 . (<5), protein 1.01 g/L (0.15-0.4), glucose 4 mmol/L (2.2-3.9). A nerve conduction study showed prolonged distal latencies and reduction in conduction velocities of the median, ulnar, tibial and peroneal nerves. The amplitude of the compound motor action potential (CMAP) was reduced in the right tibial, left median and both peroneal nerves. There were possible conduction blocks, defined by significant reduction in the CMAP area according to the American Association of Neuromuscular & Electrodiagnostic Medicine criteria, 1 in the right median nerve below the elbow, both ulnar nerves below the elbow and left tibial nerve below the popliteal fossa. The sensory nerve action potentials were not recordable (table 1) . MRI of the cervical spine and plexus showed a diffuse thickening of the nerve roots ( figure 2A ) and bilateral brachial plexuses ( figure  2B ). Sural nerve biopsy revealed myelin sheath damage affecting both the large and small fibres. There was inflammatory infiltration of the perivascular connective tissue of the perineurium. Extensive workup for secondary causes of chronic inflammatory demyelinating polyneuropathy (CIDP) including blood glucose, autoimmune markers, immunoglobulin pattern, serum protein electrophoresis and paraneoplastic panels was unremarkable. He was diagnosed with idiopathic CIDP and was given high-dose oral prednisolone (1 mg/ kg/day). His limb power improved with treatment.
Common causes of neurogenic orbital tumours include pilocytic astrocytoma, meningioma, schwannoma and neurofibroma.
2 Association of CIDP with neurogenic tumour of the orbit has not been previously reported. As these two conditions are two different entities, the association is most likely incidental.
Learning points
▸ Common causes of neurogenic orbital tumours include pilocytic astrocytoma, meningioma, schwannoma and neurofibroma. ▸ Association of chronic inflammatory demyelinating polyneuropathy with neurogenic tumour of the orbit has not been previously reported. ▸ As these two conditions are two different entities, the association is most likely incidental. Nerve conduction study (conducted at room temperature 25°C) shows prolonged distal latencies and reduction in conduction velocities in the median, ulnar, tibial and peroneal nerves. The compound motor action potentials were reduced in the right tibial, left median and both peroneal nerves. There were possible conduction blocks in the right median nerve below the elbow, both ulnar nerves below the elbow and left tibial nerve below the popliteal fossa. The sensory nerve action potentials were not recordable. *Significant conduction block. CMAP, compound motor action potential; L, left; N, lower limit of normal ranges; NR, not recordable; R, right. 
